Letters tional or alternative thrombolytic therapy being given and so to early coronary artery reperfusion.
Failure of incorporation of the orifice of the right sixth aortic arch into the confluence of the pulmonary arteries, caused by deviation of this orifice or of the aorto-pulmonary septum, results in a single (right) anomalous pulmonary artery arising from the ascending aorta (a condition sometimes erroneously called a "hemitruncus"), in which case the anomalous pulmonary artery remains entirely separated from the pulmonary trunk and the left pulmonary artery. It is difficult to see how the right sixth arch could have two proximal ends with one opening into the aorta and the other joining the pulmonary trunk. The distal end of this arch cannot be involved because had it persisted, it would be connected with the right subclavian artery, and because the nonarcuate portion of the right pulmonary artery terminates in the right lung. We consider that this anomaly was more likely to Letters be caused by the persistence of a left fifth aortic arch, of the systemic-to-pulmonary type,2 associated with atresia of the pulmonary trunk and non-development of the proximal portion of the left sixth arch as shown in the diagram (fig 1) After a minimum of 2 years general professional training (at SHO level starting after full registration), candidates will be expected to have passed the MRCP examination. Non-UK candidates from other EU countries will have to provide evidence of equivalent knowledge and experience if they wish to train in the United Kingdom. Posts for specialist training in cardiology will be obtained through competitive interview by committees similar to the present registrar/senior registrar appointment committees. Specialist training will last for 6 years:
Phase 1: Basic cardiology and acute general medicine Two years' training in clinical cardiology, coronary care, basic non-invasive investigations (ECG, echocardiography, exercise testing, ambulatory monitoring, nuclear cardiology), and basic invasive investigations (cardiac catheterisation, temporary and permanent pacing) with at least 60 nights of resident unselected take with continuing responsibility for patients admitted.
Phase 2: Basic cardiology in a specialist centre Three years' further training in clinical cardiology (including care of post-surgical patients) and in non-invasive and invasive investigations, with an introduction to interventional cardiology and electrophysiology.
Phases 1 and 2 make up 5 years. Included in these 5 years will be protected time for research equivalent to 1 year. 
